A LITTLE girl (M. P.), aged 7 months, was admitted to the Brompton Hospital, under the care of Dr. Batty Shaw, for symptoms suggestive of bronchitis. The child's mother had noticed soon after birth that the heart was beating on the wrong side of the chest, and medical examination showed that there was complete transposition of the viscera. There was some slight cyanosis and dyspncea, and a diagnosis of congenital heart disease was suggested. The respiratory symptoms became accentuated and it was thought the child was suffering from the " catarrhal cold and bronchitis " which had recently affected other members of the household. Besides the above respiratory and circulatory symptoms the child, which was bottle-fed, had vomited and lost appetite six weeks before admission to the hospital. The family history yielded no points of importance.
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On admission to the hospital the child was found to be slightly cyanosed, the ala nasi were working freely and the breathing was of the character familiar in the broncho-pneumonia of children. The cardiac area of dullness lay to the right of the sternum and appeared to be of the normal size; no murmurs were heard; scattered rhonchi were heard over both lungs, and the breath sounds at the right apex were a little harsher than usual. Below the costal margin a mass was felt reaching lower on the left side than on the right: it had the characteristic sharp lower edge of the liver. The child was badly nourished, peevish, and irritable. There was no clubbing of the fingers. The sickness did not recur, and during the first two or three days in the hospital she took food well. Cough, however, persisted, and at the end of the third day she became much more cyanosed, sweated profusely, and died.
The clinical diagnosis lay between congenital heart disease, complicated by miliary tuberculosis, and capillary bronchitis. Although the symptoms and signs suggested an infection of the lung, the child's temperature throughout its illness was normal, or sub-normal, and despite the blueness of the lips and the ends of the digits, no murmurs indicative of the commoner forms of congenital heart disease were present.
Post-vortem Examination.-The heart was found to the right of the middle line. Owing to the peculiar abnormality found in the heart it is convenient to speak of the right auricle and ventricle of the normally placed and normally developed heart as the "tricuspid" auricle and ventricle, and of the left auricle and ventricle as the " mitral " auricle and ventricle. When the pericardium was opened it was expected that the right ventricle would represent the mitral left ventricle of a normally placed heart, and would be larger and more muscular than the one nearer the middle line; but the reverse was the case, and Dr. A. L. Punch, who conducted the post-mortem examination, found that when a probe was passed upwards through the opened apex of the outer ventricle it could easily be made to enter the right common carotid artery; this aroused the suspicion that although the heart was transposed to the right, there must be some anomaly in the arrangement of its chambers and large vessels. The lungs were free from disease, and showed two lobes only on each side. The liver was greatly enlarged and suggested the "nutmeg" alteration familiar in cases of failing heart. The gall-bladder lay to the left of the middle line; the stomach and spleen were transposed to the right side and the spleen was apparently of normal size; the rest of the alimentary tract was completely transposed, the appendix lying in the left iliac fossa. The heart was examined by Professor Arthur Keith, whose report follows:
REPORT ON HEART, BY ARTHUR KEITH, M.D., F.R.S.
Although every one of the abnormalities shown by this heart has been frequently described before, I do not know of any case which has presented them in such a peculiar combination.
Broadly speaking, we may say of this patient that all parts of the body were transposed-the heart being on the right, the liver on the left, the spleen on the right; the stomach, small and large bowel, the kidneys, adrenals, arteries and veins, all-lying as in a mirrored image of the normal disposition. The great veins were also affected, rrt pulm: vein. A, 'a heart in which the heart and its chambers are transposed. B, the arrangement of parts in the heart from the case of transposition of the viscera here described. the inferior vena cava ascending to the left of the spine, and the superior vena cava receiving an azygos vein descending in front of the root of the left lung, to einter a systemic auricle-a right auricle transposed to the left side ( fig. 1, B ). There had been transposition of the auricles, although, as we shall see presently, the pulmonary veins did not enter the pulmonary auricle, but the systemic ( fig. 3, B) .
When, however, the ventricles are laid open we come across a peculiar aberration in the pr'ocess of transposition: in fig. 1 A, the arrangement of parts in a regularly transposed heart is shown; the pulmonary or tricuspid ventricle is on the left and the systemic or mitral ventricle is on the right. In the heart here described ( fig. 1, B) , although the apex lies in the right nipple line, the ventricular chambers are not transposed; the " mitral " or systemic ventricle lies to the left and in front, the tricuspid or pulmonary ventricle lies to the right and behind. We cannot use the usual terms " right" and "left " ventricle, nor can we justly use " pulmonary" and "systemic," for in this case the ventricle, which normally pumps blood into the pulmonary aorta, forces it into the systemic aorta, and the normal left or aortic ventricle pumps into the pulmonary aorta. There has been transposition of the aortic stems in relation to their respective ventricles. There cannot be any doubt about the identification of the ventricles-the normal left ventricle is characterized by the presence of a " mitral " valve, the absence of an infundibulum or bulbus, a definite disposition of the branches of the A.V. bundle and the form of its wall. The right ventricle also has its characteristics. In this case then, the ventricle with the tricuspid valve and infundibulum-representing the normal right ventricle-communicates through its auriculo-ventricular orifice with the pulmonary auricle, which represents the normal left, and pumps its contents into the systemic aorta, which occupies the position of a pulmonary aorta. That it is the systenmic aorta is known by the structure-its continuity with the aortic arch and descending aorta, and by its giving off the two coronary arteries (fig. 2 ). The mitral (normal left) ventricle opens bv its auriculo-ventricular orifice into the systemic (normal right) auricle, and receives not only all the systemic venous blood, but also all the arterial blood from the lungs-for, as will be described in detail later, the pulmonary veins end in the systemic, not in the pulmonary, auricle. The blood thus received by the mitral ventricle is pumped into the pulmonary aorta, which occupies, at its origin, the position normally held by the systemic aorta. The pulmonary aorta is dilated into a sausage-like vessel which fills the whole concavity of the arch of the aorta (fig. 1, B) ; its transverse diameter measures 18 mm. in contrast with 12 mm. for the corresponding diameter of the aorta. The blood leaves the pulmonary aorta by very wide right and left pulmonary arteries, each measuring 12 mm. in diameter, and by a patent ductus arteriosus, merely 5 mm. in diameter. So far as I have been able to discover, this passage, that of the ductus arteriosus, was the sole means by which the systemic circulation was carried on, for we shall see that the right or tricuspid ventricle, opening into the aorta, was really a " dummy " pump. If transposition had affected the aortic stems then the aortic arch would have passed over the root of the right lung, and the pulmonary aorta would have been placed to the right of the systemic aorta, whereas ( fig. 1, B ) they are arranged as in normal right and left sided individuals. Here, then, is a curious result: while all parts of the body, including the auricles of the heart, have been transposed, and also the heart as a whole has been transposed, yet its ventricular and aortic segments are disposed as in normal individuals, except that the systemic and pulmonary aortae have exchanged origins-an alteration which usually occurs independently of any transposition of viscera. left co 0rfP: a puim: ao.rha.
FIG. 2.
Diagram showing the arrangement of the orifices on the ventricular base of the heart.
I have purposely delayed reference to the lungs and pulmonary circulation. A minute examination of the lungs has convinced me that they, too, are transposed, although the evidence for this decision is not apparent at first. The ventral or sternal parts of both lungs are under-developed. The right lung is excavated by the impression for the heart, and is imperfectly divided into an upper and lower lobe, the fissure between the lobes being confined to the ventral part of the lung. The left lung is divided into two lobes; there is no third as in a normal right lung, but the fissure between the upper and lower lobes is a complete one extending into the dorsal aspect of the lung. The root of the right lung has the ramifications of the bronchus and pulmonary artery arranged as in a normal left lung. The left lung, although there is no eparterial brouchus-probably owing to the aortic arch passing over the root of this lung-yet simulates in some respects the arrangement seen in the root of a normal right lung.
The arrangement of the pulmonary arteries needs no description; their large size has been mentioned. The veins of the right lung are three in number ( fig. 3, B) . The upper one from the apical part of the lung joins the innominate vein; it is clear, I think, that it originally opened into the right superior vena cava (compare A, B, fig. 3 ). The two lower veins of the right lung and the veins from the left, meet and join on the dorsal surface of the systemic auricle-i.e., to the left of the inter-auricular septum, (fig. 3, B ): they open together into a separate, or what seems to be a separate, compartment of the systemic auricle. In the normal transposed heart (fig. 3, A) To explain the arrangement of the pulmonary veins and pulmonary auricle, as seen from behind. A, the great veins and auricles of a heart in which all parts are reversed. B, the same parts in the case here described. The position of the auricular septum and tricuspid orifice are indicated. The part of the right superior vena cava, which is obliterated in this case, is shown as a stippled outline between the right superior pulmonary vein above and coronary sinus below.
the pulmonary veins becomes expanded to form the large part or vestibule of the pulmonary (left) auricle. It is clear, however, that in this case the pulmonary veins did not open into the auricle-but into that part of the sinus venosus which, in normal hearts becomes reduced to the coronary sinus ( fig. 3, A) , but here the sinus has become enormously expanded and forms a very considerable part of the systemic auricle ( fig. 3, B) . Thus all the blood of the body, both venous and arterial, was poured into the systemic auricle and from there passed into the mitral or left' ventricle, which in turn pumped the mixed blood back to the lungs and into the systemic aorta through the ductus arteriosus.
The pulmonary (normal left) auricle is indicated in fig. 3, B . The inter-auricular septum is complete; the fossa ovalis is indicated, but a foramen ovale has never formed. A few minute openings in the' septum ovale would have allowed only a small quantity of blood to pass from the systemic to the pulmonary auricle. There are some minute orifices in the pulmonary auricle which may represent openings of cardiac veins. There was practically no blood entering the pulmonary auricle and yet the orifice (tricuspid), leading from this chamber to the corresponding (normal right) ventricle is nearly as big as the mitral orifice on the left side of the heart. That is why I described the right ventricle of this heart as a " dummy " pump, and yet its walls are 6 mm. thick as compared with 8 mm.-the thicknes's of the left (mitral) ventricle. The cavity of the right ventricle is a flattened space, the wall of the *right ventricle enfolding the left and serving as an accessory during systole. All the valves of the heart were normally arranged and formed, save that the semilunar cusps of the pulmonary aorta are harder and more cartilaginous than normal.
Surnmmary.-In'this child all the blood from the lungs and from the body was received in one chamber of the heart-the systemic (normal right) auricle. From that auricle it entered the left ventricle, and that chanmber served as pulmonary and systemic pump, the only blood reaching the systemic circulation being that which passed into the aorta by a constricted ductus arteriosus. The two other chambers of the heart, the pulmonary auricle and right ventricle, although fully developed, appear to have taken no part in carrying on the circulation.
AT the same meeting (November 23) the PRESIDENT (Dr. Voelcker) showed a boy, aged 16, whose spleen had been removed for splenic anaemia.
Dr. WILLCOX showed a similar case in a girl, aged 10.
Dr. HURST and Mr. OSMAN showed two similar cases. Dr. BENNETT showed a mother and child who had had their spleens removed for acholuric jaundice four years previously, and a baby born of the mother's second marriage, aged 5 months, who though not jaundiced had a large spleen and considerable anamia.
Dr. THURSFIELD showed two X-ray plates illustrating the diagnosis of an intra-abdominal tumour with and without oxygen present in the peritoneal cavity.' At the meeting of October 26, 1920, the following papers were read:
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